Introduction
The Millennium Development Goals (MDGs) are the eight international development goals that were established and adopted by the Millennium Summit of the United Nations in 2000 to which Rwanda is signatory. These goals are the following: Goal 1:
eradicate extreme poverty and hunger; Goal 2: achieve universal primary education; Goal 3: promote gender equality and empower women; Goal 4: Reduce child mortality; Goal 5: improve Maternal Health; Goal 6: combat HIV/AIDS, Malaria and other diseases; Goal 7: ensure Environmental Sustainability, and Goal 8: develop a Global Partnership for Development [1] . The first seven goals are mutually reinforcing and are directed at reducing poverty in all its forms. This study addresses only the first, fourth, fifth, sixth, and the seventh health-related goals. The last (8 th ) goal is also concerned by the study as a contributing factor to achieve them. The targets and Plan 2012-2018 [7] and by the MDGs Rwanda Progress Report 2013 [8] .
Results
The results are framed around the (i) Gradual progress from the Height-for-age (stunted): The 1992's level was 48% [13] , 43% in 2000, rose to 51% in 2000, declined to 44% in in 2010/2011, and thirty-eight percent (38%) of children were stunted [14] , according to RDHSV 2014/2015; the basic target is not achieved and the gap is 14% of reduction compared to basic target set at 24% and revised at 24.5% [8] .
Weight-for-height (wasted): In 1990, in Rwanda, the percentage of under-five children wasted was 4% [13] , rose to 7% 
Indicator 15: proportion of one-year-olds children immunized against measles
The indicator dropped significantly from 83% in 1990 [13] to 42% in 1994-1995 [10] and rose gradually up to 95.2% in 2014/2015 [14] , achieving the revised target set at 95%.
Indicator 16: Maternal Mortality Ratio (MMR) per 100,000 live births
The indicator was estimated at 1400/100,000 in 1990 [13] [16] and two years later at 3% [17] . Since then to present, the HIV prevalence remains the same (3%) [14] . It should be naïve to confirm that the basic target set at 5% by 2020 [5] was attained within 3 years of MDGs implementation; the explanation could be that the later target (5%) was set using data issued by surveys conducted in sentinel sites with a high exposure risk. 50% of all consultations, whilst the mortality rate for malaria cases was 51% in 2000 [2] . In 2012, malaria cases were only 5.2% and the mortality rate was 5% corresponding to 90% of relative reduction for morbidity and mortality [18] . This score reveals the fastened achievement of revised target set at 5% for Vision 2020 reflecting an impressive progress in halting and reversing the epidemic. Unfortunately, the disease is resurfacing since 2013/2014.
Indicator 23: incidence associated with tuberculosis
According to data on Tuberculosis (TB) for Rwanda in 2012/2013 [7] , the indicator declined from 98/100,000 in 2000 to 69/100,000 in 2013; therefore, the incidence is halted and reversed. 
Contributing factors:
The literature review shows that amongst numerous contributing factors of the above achievements, the good governance, especially good governance in health is unanimously ranked first. This is in accordance with the study on the good governance and health [19] . The literature review shows also that surpassing the basic target set at 14.5% ,and thus the remarkable performance is noted. In sub-Saharan Africa, the underweight rate has fallen from 29% in 1990 to 20% in 2015, i.e. only 31.03%
instead of 50% required. Worldwide, the rate decreased from 25% in 1990 to 14% in 2015, i.e. 44% still less than 50% required [4] . [22] and the global one worth 74% in 2014 [4] .
Height-for-age (stunting):
HIV prevalence amongst men and women aged 15-49 years: With regards to HIV prevalence, the indicator declined from 2,554/100,000 to 1,659/100,000 for Rwanda, from 3,221/100,000 to 2,669/100,000 for WHO African Region, and increased from 
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